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Abstract
There is limited research examining the overall distress levels of cancer patients and caregivers
longitudinally, as well as how to best implement distress surveys into a general community
clinic. This study had two aims: (1) To implement surveys in a community-based clinic that
serves cancer patients and their family members; and (2) To gain an understanding of the
outcome of psychotherapy. The study included 15 participants—eight patients and seven student
therapists—over a five-month period in the Center for Oncology Psychology clinic. Patients and
therapists were matched in dyads. Surveys were provided to patients at three time points.
Additionally, an outcome measure was provided to patients and the student therapist to fill out at
the end of the fifth session. While the number of participants precluded the study from producing
statistically significant data, the study accomplished its primary objective by implementing the
surveys. The study generated several findings. It found that distress and depressive symptoms
decreased over the course of psychotherapy. From the outcome measure, the findings indicate
that, overall, patients were extremely satisfied with the psychotherapy being provided. Student
therapists, however, were less satisfied with the psychotherapy they provided. The results
indicate that the study successfully implemented surveys into a community-based clinic. Further,
the findings demonstrate that providing psychological services at a community clinic led to
reduced levels of depression and anxiety and patients reported being extremely satisfied with
numerous aspects of their psychological treatment.
Keywords: Implementation, cancer, distress screening, psychotherapy outcomes, clinical
training, community psychology
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Implementation of Screening and Outcome Measures at a Cancer Specific Mental Health Clinic
The World Health Organization has reported that, as life expectancy increases, the
likelihood that someone will also develop a chronic illness, such as cancer, will increase (Creer,
Holroyd, Russell, & Smith, 2004). Presently, 15.5 million Americans have a history of cancer,
and in the year 2018, it is expected that about 1.7 million new cases of cancer will be diagnosed
(Cancer Facts & Figures, 2018). While the incidence rate of cancer remains high, the mortality
rate is decreasing—since 1991, the mortality rate has dropped to 26%. The lower mortality rate,
attributable to reduction in smoking and implementation of early detection and treatment, has
resulted in about 2.3 million fewer deaths related to cancer between 1991 to 2015. The current
rate of survival for all cancers is 69% for patients diagnosed between 2007–2013. This is a 20%
increase in survival over patients who were diagnosed forty years prior (Cancer Facts & Figures,
2016). The increasing survival rates require healthcare professionals to understand patient
distress and ensure that they are meeting the needs of cancer survivors. It is also important to
understand the distress of caregivers and family members as they are essential support for the
patient. While we have an understanding that there are elevated distress levels while receiving
cancer treatment, there is still more to be understood about how distress changes over time.
Starting in 2015, the American College of Surgeons began to require a distress screen to
be given at least one-time during treatment in order to be an accredited cancer site (National
Comprehensive Cancer Network, 2016). According to the National Comprehensive Cancer
Network (2014), the definition of distress in cancer is:
Distress is a multifactorial unpleasant emotional experience of a psychological
(cognitive, behavioral, emotional), social, and/or spiritual nature that may interfere with
the ability to cope effectively with cancer, its physical symptoms, and its treatment.
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Distress extends along a continuum, ranging from common normal feelings of
vulnerability, sadness, and fears to problems that can become disabling, such as
depression, anxiety, panic, social isolation, and existential and spiritual crisis (P.DIS-2).
Through a variety of studies, it has been found that 30–50% of cancer patients report high
distress; however, of those, only 5% have access to services (Miller et al., 2013). Distress is
typically described as including both psychological and physical stressors; professionals consider
many of the psychological concerns to revolve around fear of recurrence and impact on family
(Waldrop, OConner, & Trabold, 2011). Physical stressors are residual side effects or changes
from treatment. One study looked at the predictors of higher distress in cancer patients and
found that patients who played a passive role had higher levels of anger, depression, and mood
disturbances, and ultimately had higher levels of distress (Hack, et al., 2009). The increased
distress presented as worry, fear about the future or their illness, sadness, anger, powerlessness,
poor appetite, poor sleep, and thoughts about death and dying (Vitek, Rosenzweig, & Stollings,
2007).
Overall, about 30–40% of cancer patients experience symptoms of depression and anxiety,
and approximately 15% of cancer patients will meet criteria for Major Depressive Disorder (Wu,
Brothers, Farrar, & Andersen, 2014). Adjustment disorder is even more prevalent, being reported
in 19.4% of cancer patients (Holland & Breitbart, 1998). In cancer survivors, post-traumatic
stress disorder (PTSD) is now being identified, with 10–20% of patients experiencing symptoms.
Within medical oncology settings, distress is being recognized as the sixth vital sign (Holland
et al, 2007). It is important to identify distress because patients who have a high level of distress
often have a harder time adhering to the treatment. Distressed patients also recover from the
oncology treatment slower and describe their quality of life as negative (Holland et al, 2007).
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While the distress tools utilized in medical settings are different, the purpose is to identify the
distress the patient is experiencing and provide resources to decrease the distress.
In many cancer centers, the use of distress screens typically leads to referrals for additional
care. If a patient scores high on a distress screen, they are referred to the supportive care team
(Funk, Cisneros, Williams, Kendall, & Hamann, 2016). The supportive care team can provide
psychotherapy, practical needs support, nutritional assistance, and spiritual care. While centers
have been making these referrals, there is scant evidence illustrating the effectiveness of this
support. In addition, the distress of patients is usually only assessed once, providing minimal
information about how distress changes over time (Duffy & Valentine, 2011).
A 2015 study examined the use of the distress tool and identified three questions regarding
the expansion and effective usage of the distress tool (Salmon et al, 2015). The study identified
a lack of information about how to respond to the distress screen and what to do with the
information obtained. Additionally, there is no research about the change in distress that a
cancer patient experiences based on a distress screen. Other studies have looked at transitions in
the degrees of distress and coping strategies; however, there are still no studies that look at the
change of distress throughout treatment (Waldrop et al, 2011).
The purpose of this study is to implement outcome measures at a community mental health
center that specifically works with individuals with an experience of cancer. The Center for
Oncology Psychology Excellence (COPE) started a clinic in fall 2016 that works directly with
cancer patients, caregivers, and family members. This clinic is the first of its kind and serves as a
training facility for advanced doctoral clinical psychology students to provide mental health care
to those with a history of cancer. To better understand the distress levels of the patients, the
clinic implemented psychological screeners, similar to those used in hospital settings. Because
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the clinic is a mental health clinic and does not have medical or nursing support, the distress
screens incorporated measures to assess depression and anxiety; however, physical outcomes,
such as the outcome of the cancer itself, were not assessed. Additionally, we are interested in
evaluating the psychotherapy provided in the clinic through surveying the student therapists and
patients separately. This will help us better understand the outcome of the psychotherapy
provided in the clinic.
Assessing the outcome of the psychotherapy session can be a complicated process due to the
unique nature of each patient-therapist relationship. There are many factors to consider: the
patient, the student therapist, the therapeutic relationship, as well as external factors (Hill, Chui,
& Baumann, 2013). Additionally, there have been many theories of which factors contribute to
an effective psychotherapy session. When utilizing an outcome measure with patients early in
treatment, the patient often considers only their personal experiences and do not take the
therapist into account when making judgments and assessments (Markel et al., 2014). In
contrast, therapists often assess the quality of the psychotherapy session based on their
observations and judgments of the therapeutic relationship, as well as their own clinical
observations regarding the patient’s experience (Lent et al, 2006).
Because COPE is a new program, the use of quantifying outcome measures is important in
assessing the effectiveness of treatment performed at the clinic and in providing more
information to market the clinic in the future. Patient satisfaction surveys typically identify three
areas of interest: (1) whether the patient’s needs are fulfilled; (2) whether there are discrepancies
between what the patient expected and actually experienced; and (3) whether psychotherapists
understand the patient’s attitudes. It has been identified that when implementing a survey, it is
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important that it is only one page, can be filled out in under five-minutes, and should be done at
the end of the session (Lunnen & Ogles, 1997).
The study had two aims:
1) Implementing Screeners into the COPE Clinic
The study used four different screeners to assess the patients’ distress level (physical,
emotional, social, spiritual) and identify the likelihood of the patient having
depression or anxiety symptoms. The following screens were used:
i.

National Cancer Institute Distress Tool (overall distress).

ii.

PHQ-2 (depression). Hinz et al. (2016) assessed the use of the PHQ-9 in
cancer patients and found that it is an effective tool for assessing depression in
cancer patients. This particular study utilizes only the PHQ-2 to assess for
depression. It does not utilize the PHQ-9 because some of those questions are
linked with side effects of cancer treatments.

iii.

GAD-7 (anxiety). Esser et al. (2018) assessed the use of the GAD-7 in cancer
patients and found that it is an effective tool for assessing generalized anxiety
disorder in this population.

iv.

Impact of Event Scale (IES) (intrusive thoughts). One study using the IES
found that the level of stress identified on the IES by cancer patients with a
recurrence has similar symptomatology to individuals who have more traumainduced disorders (Cella et al., 1990).

2) Psychotherapy outcomes
To assess the outcome of the psychotherapy, both the screeners provided to the
patients, and an outcome measure that is completed by the patients and student
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therapists were used. In examining the information, the study sought to answer the
following questions:
i.

Is the overall distress of the patient decreased through therapy? Does the
initial distress number decrease, as well as overall anxiety and depression of
the patient?

ii.

Is patient glad he/she is attending psychotherapy? Is the student therapist glad
the patient was attending psychotherapy?

iii.

Were psychotherapy sessions helpful to patients? Did student therapists feel
they were providing sessions that were benefiting the patients?

iv.

Is there a strong therapeutic alliance between the student therapists and
patients? What is the nature of their therapeutic relationship? Does that
therapeutic relationship have an effect on the psychotherapy being provided?
Method

Participants
Participants of the survey were patients receiving psychotherapy at the COPE Clinic at
the Professional Psychology Clinic at the University of Denver, and student therapists providing
psychotherapy. The Professional Psychology Clinic (PPC) is a training clinic for doctoral level
students at the Graduate School of Professional Psychology at the University of Denver. The
clinic provides sliding scale services and accepts Medicaid. The COPE clinic is embedded in the
PPC and provides individual, couples, and family psychotherapy. Student therapists provided
services under the supervision of licensed mental health professionals. Students provided
individual, couples’, family, and group therapy in addition to psychological assessment. The
study, however, involved only individual and couples’ therapy. All genders were included as
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well as ethnic backgrounds. Participants were able to read and comprehend the measures in
English. All participants were over age 18.
Demographics
There were 15 participants (11 females, 4 males). Eight were patients in the clinic and
seven were student therapists. The patients’ ages ranged from 20 to 67 years old (M=36.75, SD
= 13.55). Participants included seven cancer patients and one caregiver; all but one participant
were in individual psychotherapy, and two participants were in couples’ therapy. Participants
had the following cancer diagnosis: Hematological cancers (Leukemia/ Lymphoma) (n=4), Brain
tumor (n=1), Breast cancer (n=1), and Ovarian cancer (n= 1). Six of the participants had
completed their cancer treatment, while one was in active treatment. One student therapist did
not complete the study after initially agreeing to participate. Of the six who completed the study,
the range of years in their doctoral program was 1-3 years (M= 2.14, SD=0.9). Age was not
collected due to the limited number of participants.
Measures
The full survey with all measures is in Appendix A.
Distress screen. The distress screen is based on the National Comprehensive Cancer
Network Distress Screen that is utilized in accredited cancer centers. This is a valid and reliable
source (National Comprehensive Cancer Network). This screen was validated in a trial with 319
community-based cancer centers, which showed good psychometric effects. Through the trial,
the screener had a high internal consistency (Cronbach’s alpha =0.91), as well as a strong retest
reliability (ICC ≥ 0.75) (Miller et. al, 2013).
PHQ-2. To assess depression in medical settings, the Patient Health Questionnaire
(PHQ-9) is one of the common measures used. This is a valid and normed tool in a general
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population (Martin et al., 2006). Specifically, studies have found the scale valid when working
with patients who have cancer. (Cronbach’ s alpha ≥ 0.84) (Hinz et al, 2016). The first two
questions of the PHQ-9 make up the PHQ-2 which identifies Criteria A in the DSM-V which is
required to have in order to diagnose depression.
GAD. In medical settings, the Generalized Anxiety Disorder 7-item Scale (GAD-7) is
utilized to assess anxiety as a valid scale and has also been found to be an effective tool for
assessing anxiety in cancer patients (Cronbach’s alpha .88) (Esser et al, 2017).
PTSD screen. The Impact of Event Scale is also widely used to identify post-traumatic
stress disorder related to a certain event, such as cancer (Horowitz et al., 1979). Specific
subscales had a Cronbach’s alpha .78 for intrusion and .82 for avoidance on the IES subscales.
Outcome measures. Utilization of a patient satisfaction survey and therapist outcome
measure were also provided. Both the patient and therapist surveys were structured the same
way, with each asking the patient and therapist to indicate how much each statement reflects
their experience with either the psychotherapy or the patient. The patient or student therapist
was given five options ranging from 1= strongly disagree to 5= strongly agree. Additionally, the
patient was asked questions about their student therapist, such as, “My therapist asked about my
medical history,” “My therapist helped me understand the reasons behind my thoughts, feelings,
and or behaviors,” and “My therapist asked questions to help me explore what I was thinking and
feeling.” The student therapist survey asks questions about what they have done in their sessions
thus far, such as, “Have I learned about my patient’s medical history,” “Have I helped my patient
gain a new perspective on the presenting problem,” and “Have I helped my patient understand
the reasons behind their thoughts, feelings, and or behaviors.”
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Procedure
Aim one: Implementation. Implementation of the surveys was done in two groups: new
patients and current patients.
New patients. All patients completed a phone screening to be put on the waitlist for the
COPE clinic. After the conclusion of the phone screen, patients were asked whether they would
like to participate in this study. It was made clear that participation is voluntary and that they
could discontinue the study at any time. Additionally, patients were informed that they would
still be seen at the clinic even if they did not choose to participate. After verbally agreeing to
participate in the survey, patients received an email with more information about the study and
when they would get the first survey (Appendix B). Upon assignment to a student therapist,
patients received an email with the survey attached (Appendix C). Patients were assigned to a
student therapist from the wait-list based on a number of factors: the patient and student therapist
schedules; a supervisor’s request for student to take on a particular patient’s case; and student
therapist area of interest and experience. Wait-list times for the COPE clinic patients generally
varied from one week to two months; however, this was not formally measured for this study.
Each patient was given a special identification number to de-identify them. Outcome measures
were given to the patient before their first appointment with COPE, before their fourth
appointment, every three months after that, and after their last session. An example of the
follow-up outcome measure survey email can be found in Appendix F. An example of the last
outcome measure survey email can be found in Appendix G.
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New Patient completes
phone screen

Agrees to
study

Does not
agree to
study

Pt placed
on clinic
waitlist

Patient placed on clinic waitlist
and send initial email

Pt
assigned
to
therapist

Patient assigned to therapist
Initial survey sent out

After 4th session
2nd survey sent out

To be completed
at 5th session
Outcome
measure by both
patient and
student therapist

Continue to send survey out
every 3 months until
completion of psychotherapy

Current patients. Patients who were already part of the COPE clinic were also recruited
to participate in this study (Appendix D). Outcome measure surveys were immediately emailed
to participants who agreed to participate (Appendix E). Follow-up outcome measure surveys
were sent four sessions later, every 3 months after that, after the last session.
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New Patient completes
phone screen

Patient placed on clinic
waitlist

Patient assigned to therapist

Does not
agree to
study

Study Started

Patient agrees to
participate

Pt continues
psychotherapy with
assigned therapist

Initial survey sent

4 sessions later 2nd
survey sent

Continue to send survey out
every 3 months until
completion of psychotherapy

To be completed
at 5th session
Outcome
measure by both
patient and
student therapist

Aim two: Outcome of psychotherapy. The student therapists and patients were given
an outcome survey (Appendix H and Appendix I) to fill out at the end of their fifth session for
new patients or the fifth session from the initial survey being sent for current patients. Student
therapists were recruited for the study and made aware that participation is voluntary. Outcome
measures were given at the fifth session. At the COPE clinic, there is a consultation period of
three sessions for the patient and therapist to consider fit, treatment goals, and mutually agree on
a case disposition before completing a contract for services in the fourth session. Prior to the
start of the study, the average length of patient psychotherapy time at the COPE clinic was
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analyzed, finding patients were utilizing, on average, eight sessions prior to concluding
psychotherapy. This study used the fifth session for outcome measurement, as it occurs just after
the consultation period while providing enough time to gather outcome data prior to the
conclusion of psychotherapy. Since some COPE clients are lost to follow up, medical changes,
or death, it was determined that the fifth session would be an appropriate time for the follow up
survey.
Results
The first aim of the study focused on implementing surveys into the COPE clinic that
would allow for a better understanding of the psychological needs of patients. The second aim
began to examine the outcome of the psychotherapy provided at the clinic.
Aim One: Implementation
The four surveys were implemented into the clinic successfully. The following results
were collected at three time points directly from the patient.
Distress Screen. The overall distress of the patient can be found in Figures 1–4. Of the
patients who completed the survey at multiple time points, the overall distress level either stayed
the same as the first time point or decreased. The average level of distress over all three time
points was M=5.64, SD = 2.30, on a scale of 0= no distress to 10= highest possible distress.
Patients indicated a variety of problem areas. The top three problem areas indicated at the initial
visit were worry, fears, and sadness.
PHQ-2. Patients scores on the PHQ-2 can be found in Figure 5. The overall range of
scores is 0-2. The range in this sample was 0-2. Scores over 1 are considered “probably
depressed.” At the initial time point, the average overall score of patients was M=1.57 and SD=
0.79, and the last time point the average overall score of patients was M=1.00 and SD = 1.41.
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Anxiety/Stress.
GAD-7. Patients scores on the GAD-7 can be found in Figure 6. The overall range of
scores is 0-21. The range in this sample was 1-19. Scores of 5-9 indicate “Mild Anxiety,” 10-14
“Moderate Anxiety,” and 15 or more “Severe Anxiety.” The average score after the initial time
point was M= 9.57 and SD = 5.71, indicating the patients on average were mildly anxious. The
overall anxiety decreased from the initial time point to the second time point; however, it
remained in the mild anxiety range (M= 5.75 and SD = 2.21). At time point three, the anxiety
increased from the second time point, but remained lower than the initial time point (M=8.00 and
SD= 7.07). The second time point was the closest to the generalized mean for the GAD-7 in this
population, 5.3 (Esser et. al, 2017).
IES. Patients scores on the IES can be found in Figure 7. Scores of 24 or more marks a
clinical concern for PTSD, 33 or more PTSD is a probable diagnosis, and 37 or more indicates
the immune system functioning is suppressed from stress. The average score after the initial
time point was M= 22.43 and SD= 11.22, indicating PTSD is not yet a clinical concern. As the
time points progressed, the scores decreased (time point 2, M=14.75 and SD= 6.80, time point 3,
M= 9.00 and SD= 0).
Aim Two: Outcome of psychotherapy
At the fifth visit, patients and student therapists completed an outcome measure. The
average scores can be found in Figures 8–22. Each question was examined, and of all the
questions (scale ranging from 1= strongly disagree to 5= strongly agree), there were only three
questions on which the patients’ and students’ average were the same (“I am glad I attend
sessions” vs. “I am glad that my patient attended sessions” M= 4.83 and SD= 0.41; “I feel a
connection with my therapist” vs. “I feel a connection with my patient” M= 4.67 and SD = 0.52;
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and “My therapist asked questions to help me explore what I was thinking and feeling” vs. “I
asked questions to help explore what my patient was thinking and feeling” M= 4.83 and SD=
0.41). There was one question where the patients overall average score was lower than the
students: “This is what I expected my sessions would be like” M= 3.17 and SD = 1.10 vs. “This
is what my sessions would be like” M= 3.50 and SD= 0.55. On the following questions the
patients’ overall average score was higher than the student therapist:
§

“I feel satisfied with what I got out of sessions thus far” (M= 4.17 and SD= 0.98) vs.
“I feel satisfied with what my patient got out of the sessions” (M= 4.00 and SD=
0.00) Figure 10

§

“I thought that my sessions have been helpful” (M= 4.17 and SD= 0.98) vs. “I
thought that my sessions have been helpful” (M= 4.00 and SD= 0.00) Figure 11

§

“I thought that my sessions have been valuable” (M= 4.50 and SD= 0.84) vs. “I
thought that my sessions have been valuable” (M= 4.17 and SD= 0.41) Figure 12

§

“I like my therapist” (M= 5.00 and SD= 0.00) vs. “I feel like my patient likes me”
(M= 4.17 and SD= 0.98) Figure 15

§

“I trust my therapist” (M= 5.00 and SD= 0.00) vs. “I feel like my patient trusts me”
(M= 4.17 and SD= 0.75) Figure 16

§

“I feel like my sessions have been collaborative with my therapist” (M= 5.00 and
SD=0.00) vs. “I feel like my sessions have been collaborative with my patient” (M=
4.00 and SD= 0.63) Figure 17

§

“My therapist asked about my medical history” (M= 5.00 and SD= 0.00) vs.
“Learned about my patient’s medical history” (M= 4.33 and SD=0.82) Figure 18

Running Head: Implementation of screening and outcome measures
§

17

“My therapist taught me specific skills to deal with the presenting problem I came in
with” (M= 4.00 and SD= 1.26) vs. “Taught my patient specific skills to deal with the
presenting problem” (M=3.67 and SD= 0.82) Figure 21

§

“My therapist asked what has changed since a diagnosis of cancer entered my life”
(M= 5.00 and SD= 0.00) vs. “I helped my patient gain a new perspective on the
presenting problem” (M= 4.17 and SD= 0.75) Figure 19

§

“My therapist helped me understand the reasons behind my thoughts, feelings, and/or
behaviors” (M= 4.33 and SD=0.82) vs. “I help my patient understand the reasons
behind their thoughts, feelings, and/or behaviors” (M= 4.17 and SD= 0.41) Figure 22
Discussion

Prior to this research, the COPE clinic did not have a system in place to track patients’
psychological needs. Additionally, there was no structured way to monitor the outcome of
psychotherapy. There were two aims of this study: (1) to implement surveys to assess the
psychological needs of the patient and (2) to quantify the outcome of psychotherapy. The
process enabled researchers to implement a series of surveys to gather the psychological needs of
the patients and to begin to examine the outcome of the psychotherapy provided.
Aim One: Implementation
While the data collected is not statistically significant due to sample size, interesting
trends emerged that will provide a foundation for additional research in this area. More
specifically, the study assessed the patients’ overall distress levels, rates of depression and
anxiety, and whether they were experiencing intrusive thoughts. The average level of overall
distress was five. Scores of four or higher suggest a level of distress that is clinically significant
(National Comprehensive Cancer Network, 2016). The patient population at COPE had a
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clinically significant level of distress. Among the different problem areas patients were facing,
some of them were physical in nature; however, the majority of the problems, especially the top
three problems at all time points, were emotionally-focused and appropriate for psychotherapy.
The top three problems identified by the patients—worry, fears, and sadness—match those that
Vitek et al. (2007) found when identifying psychological problems that patients experience.
More specifically, these results show that the primary problem area patients were facing at their
time of arrival at the clinic related to how they were feeling about their cancer or the cancer a
family member was experiencing. This indicates that these patients were appropriate for the
COPE clinic.
With regard to depression levels, the longer a patient was in psychotherapy, the lower the
depression level was for that patient. Again, while the results are not statistically significant, the
survey results show the positive effect psychotherapy can have on depression levels in people
facing cancer in their lives. In contrast, anxiety started to decrease over time; however, after
three months, anxiety levels began to increase. It is predicted that anxiety increased due to the
topics being faced in psychotherapy. In both cases, the study did not assess for the outside
factors that could be contributing to the patients’ overall level of depression or anxiety. One
specific area that was not collected and could have contributed was the number of sessions a
patient attended. The number of sessions a patient would attend varied, as some attended weekly
psychotherapy, while others might have attended monthly. This variability was typically due to
physical health complications, being in and out of the hospital, or not living close to the clinic,
which made it difficult to come weekly. It should also be noted that, over the time points, there
was attrition. The fact that the study stopped collecting data at a time which did not allow for all
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patients to complete the third time point contributed to the attrition. Post-psychotherapy surveys
were also not able to be completed based on when data was collected.
The process of this study can also provide additional information to the literature related
to the change of distress throughout treatment. As important as distress screening has become in
cancer settings, there have only been eight implementation studies completed, and all eight
measured only whether the patient received a psychological referral (Mitchell, 2015). While the
study was not completed in a medical setting, implementing surveys directly into psychotherapy
is a new process, and can complement the literature.
Aim Two: Outcome of psychotherapy
Through the implementation of surveys, the study was able to begin to address the
question of whether the overall distress of patients decreased throughout psychotherapy.
Through the outcome measure, the study was able to better understand the patients’ and student
therapists’ perspectives on how the psychotherapy was being perceived after the relationship
began. The study aimed to assess the patient’s attitude toward psychotherapy and the therapeutic
relationship. Again, due to the sample size, the results were not statistically significant, but could
help provide foundational information for future research.
The study found that the patients and student therapists only agreed on three things
related to how treatment was going. Patients and therapists agreed on (1) being glad the patient
attended sessions; (2) the connection the patient and student therapist felt toward each other; and
(3) whether the student therapist explored what the patient was thinking and feeling. In all three
areas, both the patient and student therapist strongly agreed on the results. These interactions
between the patient and therapist are critical to building rapport and creating a strong therapeutic
relationship.
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The outcome survey demonstrated that of the majority of the questions, the patients felt
as though the therapy was working, was valuable, and was addressing the needs of the patients.
Patients felt they liked their student therapist (Figure 15), could trust them (Figure 16), and that
the treatment was collaborative (Figure 17). Additionally, they felt that their thoughts and
feelings were addressed and that they were learning skills to address their presenting problems.
While the patients were extremely satisfied with the psychological treatment provided,
the student therapist did not feel as strongly about the treatment they were providing. The
student therapists did not feel as satisfied with the skills they were providing in session, as well
as how they were addressing the patient’s thoughts and feelings. As shown in Figure 18, while
patients felt their therapists asked about their medical condition, the student therapists did not
feel as though they had addressed it. One of the reasons for the student therapists’ feeling as
though the patients’ medical condition were not addressed could be that the student could have
felt they did not address the medical condition as much as they wanted to or that they didn’t
know how to address the cancer. The results are also impacted by individual perspectives that
will impact a therapy room no matter what, regardless of the variables researchers control for.
One hypothesis for the reason student therapists did not feel as strongly about the therapy
is that they are early in their career and training and might not have the confidence more
seasoned psychotherapist would have. There is research to support that as student therapists
begin their training and gain competencies, they will begin to lose confidence (Bennett-Levy &
Beedie, 2006). In fact, fluctuations in self-confidence during graduate training is quite normal.
Furthermore, the majority of the student therapists were in their second year of training,
and many of them had very little experience working directly with health conditions. Even
though student therapists did not feel like they learned the patient’s medical condition, they in
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fact had, based upon the patients responses that students had asked about the medical condition;
however, because student therapists may have been less familiar with the specific cancer, they
may not have felt that the information they obtained was as in-depth as it should have been.
Finally, knowing that psychotherapy focuses on patient emotions and not the physical treatment
of the cancer itself, student therapists may not have addressed it or thought it was the focus of the
therapy. Again, the perspective of the individual plays into what is being done in the
psychotherapy room.
Limitations
While the study achieved its primary aim of implementing the surveys into the clinic,
there were still limitations regarding the number of participants. Additionally, due to the
timeframe, not all participants completed all time points of the survey. A final survey was never
completed due to the study’s timeframe and attrition of clients.
On a larger scale, another limitation of this study is the format of the clinic itself. With
COPE embedded into the PPC, there are staff members in the clinic who are less familiar with
COPE and its patient population. While there is no way to measure whether this affects the data,
it could affect patients’ perception of the clinic. It could also create some concern for the
patients if the staff are less familiar with their medical situation. Patients may feel more
comfortable because the PPC is not a medical clinic, but that could also increase anxiety if the
patients needed medical attention.
Future Direction and Recommendations
Overall, having this study repeated in a larger scale is recommended. In doing so, it
would be important to not only collect more participants, but also to extend the length of the

Running Head: Implementation of screening and outcome measures

22

study throughout the year to ensure multiple time points. Extending the study will also provide
data to add to the limited literature that addresses change of distress throughout treatment.
Aim one: Implementation. When it comes to the implementation process, there are a
number of recommendations for future studies. While having the surveys sent to the patient
online provided for easier data collection, there were some drawbacks. First, some patients still
do not utilize email regularly; therefore, they were not able to complete the survey or needed to
be reminded multiple times to complete it. The second drawback is the student
therapist/provider does not see the survey results from their specific patient. Having a paper
form that is filled out not only allows for the patient to complete the survey without reminders,
but also provides an added benefit of having the student therapist see the survey information.
Much like in other settings, having the provider see the survey information could be beneficial to
the treatment of the patient.
As for the specific surveys that were implemented, in the future the use of the PHQ-2 that
has the same Likert scale as the GAD-7 (0-4) would provide more information about the patient.
Updating the PHQ-2 to add in additional screens such as the PHQ-9 is recommended. According
to Maurer & Darnall (2012), if the patient screens positive for depression using the PHQ-2,
following up with the PHQ-9 would add additional information about the depression of the
patient. Moving forward, if the patient completes the PHQ-2 through the online survey and is
screened positive, a PHQ-9 could be given to the patient in the clinic prior to being seen by the
student therapist. Again, considering that many of the items could be linked to the cancer is
important to keep in mind, but by giving the full PHQ-9, a broader picture of the depression is
assessed.
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The information obtained from the IES was informative; however, not imperative. If
PTSD is still an area of interest to assess, it is recommended to provide a scale that is more
diagnostic in nature. Another option for future studies is only providing the distress screen,
PHQ-2, and GAD-7.
It would be recommended to keep the same time periods of surveys (prior to initial visit,
after the fourth visit, every three months, and after the final session). These time points coincide
with important milestones of the therapy and also provide important feedback as to how the
patient is doing psychologically through many time points. However, adding an additional time
point after the patient’s first contact with the clinic in order to formally assess wait-list times and
determine if wait-list time has an impact on patient distress. Patient wait-list time a patient was
not formally measured during this study and it is unclear how that may have impacted the
distress patients experienced.
While this specific study utilized the National Cancer Institute distress scale, future
studies could use a distress scale that identifies how psychological, social, and physical areas
affect distress. In the current study, a number of problem areas were mentioned, but each one
may have varying relative impacts on the distress of the patient. Finally, while the COPE clinic
focuses on the psychological aspects of the patient, it is recommended that the student therapist
address the different problem areas endorsed by the patient. There could be a possibility that a
patient is unfamiliar with a community resource that the COPE clinic could refer them to
addressing that area.
Aim Two: Outcome of psychotherapy. When it comes to the outcome measure, the
time at which it was given (during the fifth session) is a recommended time point for future
studies. Since the outcome measure captures those who have started psychotherapy in the clinic
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and the initial feeling about how the psychotherapy is going, more information would be helpful.
Adding more open-ended questions would also allow for qualitative data. Some additional
questions could be: What is working well? What is not working? If this was not what I expected
my sessions would be like, what was I expecting? Those questions would be appropriate for both
the patient and student therapist. Additional questions specifically for the student therapist are
recommended. Specifically, asking: What, if anything, would you have wanted to know about
the medical disease prior to starting with the patient? Is there anything else that would have made
you feel more prepared? Describe your confidence when providing psychotherapy at the COPE
clinic.
In the current study, surveys were provided to the student therapist to give at the end of
the fifth session. Future studies could benefit from providing additional training on discussing
the surveys with patients, which could change the direction of the psychotherapy. If the
additional training is implemented, additional open-ended questions about the process of
discussing the outcome measures in session should be provided. Additionally, it would be
interesting to examine whether the strong therapeutic relationship found between patient and
student therapist affects the overall distress level of the patient.
Conclusion
Despite the limitations of having a smaller data set, the first aim of the study of
implementing the surveys was successfully completed. Implementation of the psychological
surveys provided the clinic with additional information about the psychological, social, and
physical needs of the patients being seen at the COPE clinic. While this study was not able to
illustrate effectiveness of treatment, there were trends that the distress and likelihood of
depression for the patients decreased from the initial visit to the second time point. Additionally,
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patients were satisfied with the overall level of psychotherapy being provided. An unexpected
finding from this study was the level of confidence the student therapists had in how they felt
psychotherapy was going with their patients. This is something that should be addressed in
future studies through more qualitative data. In conclusion, providing psychological services at
a community clinic showed reduced levels of depression and anxiety, and patients reported being
extremely satisfied with numerous aspects of their psychological treatment.
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Figure 6
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Figure 9
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Appendix B: Initial email new patients
Hello _____,
Thank you so much for agreeing to be a participant in the research project. As I mentioned over
the phone by doing this research we hope to implement a screening and assessment process into
the COPE clinic, as well as learn more about the effectiveness of the clinic through measures that
look at the outcome of the therapy. The screeners we are implementing are questionnaires that
ask about your mood. They are similar to forms you might see at your oncologist’s office.
Participation is voluntary and has no effect on you receiving psychotherapy through the
clinic. This study is approved by the University of Denver Institutional Review Board.
I will send you the first survey closer to when you are assigned to a student therapist via email.
If you have any questions, please let me know.
Hannah Katz, MA
Center for Oncology Psychology Excellence Fellow
Graduate School of Professional Psychology
University of Denver
www.du.edu/gspp/cope
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Appendix C: Survey email
Hello,
Thank you so much for agreeing to be a participant in the research project. You should be
receiving a call from your student therapist soon to schedule your first appointment. In the
meantime, please complete the following survey.
Your ID is ____
Survey:
https://udenver.qualtrics.com/jfe/form/SV_eF0EeHx78pHjSm1
If you have any questions, please let me know.
Thank you,
Hannah Katz, MA
Center for Oncology Psychology Excellence Fellow
Graduate School of Professional Psychology
University of Denver
www.du.edu/gspp/cope
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Appendix D: Recruitment Form
Recruitment form
We are currently conducting a research project. By doing this research we hope to
implement a screening and assessment process into the COPE clinic, as well as learn more about
the effectiveness of the clinic through measures that look at the outcome of the therapy. The
screeners we are implementing are questionnaires that ask about your mood. They are similar to
forms you might see at your oncologist’s office.
If you are willing to participate in the study, please fill the below out:
___YES I am willing to participate and am okay with the study emailing me the surveys
my email is _____________________
___ NO I am not willing to participate in the study
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Appendix E: Initial email for current patients
Hello,
Thank you so much for agreeing to be a participant in the research project. Doing this research,
we hope to implement a screening and assessment process into the COPE clinic, as well as learn
more about the effectiveness of the clinic through measures that look at the outcome of the
therapy. The screeners we are implementing are questionnaires that ask about your mood. They
are similar to forms you might see at your oncologist’s office. Participation is voluntary and has
no effect on you receiving psychotherapy through the clinic.
Your ID is ___
Survey:
https://udenver.qualtrics.com/jfe/form/SV_eF0EeHx78pHjSm1
If you have any questions, please let me know.
Thank you,
Hannah Katz,MA
Center for Oncology Psychology Excellence Fellow
Graduate School of Professional Psychology
University of Denver
www.du.edu/gspp/cope
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Appendix F: Follow up screener survey email for all patients
Hello,
Thank you so much again for agreeing to be a participant in the research project. This is a follow
up survey from the initial survey you completed earlier. As a reminder, your ID is ____
Survey:
https://udenver.qualtrics.com/jfe/form/SV_eF0EeHx78pHjSm1
If you have any questions, please let me know.
Thank you,
Hannah Katz,MA
Center for Oncology Psychology Excellence Fellow
Graduate School of Professional Psychology
University of Denver
www.du.edu/gspp/cope
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Appendix G: Final survey screener email
Hello,
Thank you so much again for participating in the COPE research project. We are aware you have
concluded psychotherapy services at COPE and have one more survey for you to complete. As a
reminder, Your ID is ____
Survey:
https://udenver.qualtrics.com/jfe/form/SV_eF0EeHx78pHjSm1
If you have any questions, please let me know.
Thank you,
Hannah Katz,MA
Center for Oncology Psychology Excellence Fellow
Graduate School of Professional Psychology
University of Denver
www.du.edu/gspp/cope
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Appendix H: Outcome Measure

Patient Measure
Instructions: Please indicate how much each statement reflects your experience with
psychotherapy. Circle one number for each item using the following scale:
Strongly
Strongly
Disagree
Agree
1. I am glad I attend sessions
1
2 3 4
5
2. I feel satisfied with what I got out of sessions thus far

1

2

3

4

5

3. I thought that my sessions have been helpful

1

2

3

4

5

4. I thought that my sessions have been valuable

1

2

3

4

5

5. This is what I expected my sessions would be like

1

2

3

4

5

6. I feel a connection with my therapist

1

2

3

4

5

7. I like my therapist

1

2

3

4

5

8. I trust my therapist

1

2

3

4

5

9. I feel like my sessions have been collaborative with
my therapist

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

In my sessions, my therapist…
10. Asked about my medical history
11. Asked what has changed since a diagnosis of cancer
entered my life
12. Asked questions to help me explore what I was
thinking and feeling
13. Taught me specific skills to deal with the presenting
problem I came in with
14. Helped me understand the reasons behind my
thoughts, feelings, and/or behaviors
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Student Therapist Measure
Instructions: Indicate how much each statement reflects your experiences with your COPE
patient. Circle one number for each item using the following scale:
Strongly
Disagree

Strongly
Agree

1. I am glad that my patient attended sessions

1

2

3

4

5

2. I feel satisfied with what my patient got out of the
sessions
3. I thought that my sessions have been helpful

1

2

3

4

5

1

2

3

4

5

4.

I thought that my sessions have been valuable

1

2

3

4

5

5.

This is what I expected my sessions would be like

1

2

3

4

5

6. I feel a connection with my patient

1

2

3

4

5

7.

I feel like my patient likes me

1

2

3

4

5

8.

I feel like my patient trusts me

1

2

3

4

5

1

2

3

4

5

10. Learned about my patient’s medical history

1

2

3

4

5

11. Asked questions to help explore what my patient was

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

9. I feel like my sessions have been collaborative with
my patient

In my sessions, I…

thinking and feeling
12. Helped my patient gain a new perspective on the
presenting problem
13. Taught my patient specific skills to deal with the
presenting problem
14. Helped my patient understand the reasons behind
their thoughts, feelings, and/or behaviors
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Appendix I: Outcome Measure Instructions
Hello,
In your envelope is your survey along with your patient(s) survey. Please leave 5 minutes at the
end of your next session to complete these. Please pass the survey out and complete at the same
time. If your patient wants to discuss these with you and you feel comfortable you are more than
welcome to discuss these. The completed surveys will be put back in their respective envelopes
and then please put in my PPC mailbox.
If you have questions, please contact me at 720-371-4087.
Thank you so much!
Hannah Katz, MA

Your survey has the following number on it: ______
Your patient has the following survey on it: ________

